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Alexian Willage Health and

An annua! Racertification survey and
Rehabllitution Center offers this Plan of

investigation of complaint #42680 was conducted

on 10/23/17 thiough 10/25/17 at Alexian Village of Correctlon as Is  allegation of

Tennessee. No deficiencies were cited related to compllance  with  the participation

the complaint under 42 CFR Part 483, requirements  for long term cure

Requirements for Long Term Care Fagifitles. faclitties und os evidence of its ongoing
- 2531 483.10(i)(2) HOUSEKEEPING & MAINTENANCE F 253 efforts to provide quality care to
58=R | SERVICES residents.

(1)(2) Housekeeping and maintenance services Disclalmer Statement

necessary to niaintain a sanitary, orderly, and Alex! Vil Healtt J

comfortable interior; exian oge eaith o

This REQUIREMENT is not met as evidenced Rehabilitation Center does not admit

that any deficiencles existed, before,
during or after the survey.  Alexign
Vitlage Health and Rehabilitation Center

by:
Based on observation and interview, the fasility
failed to maintain the walls in good repair in 4 of

19 reoms on 1 of 4 fioors. reserves all rights to contest the survey
findings through the IDR, formal appeal

The findings included: proceeding or any administrative or
. legal proceedings. This POC is not
Observation of room 505 on 10!23,’1?' at2:15 PM meant to establish any standard of care
;?:jgg:ﬁg ?;E:ﬁ;: ?J];?dstivserr;l::c?tr}? ng:)“g:tﬁ]e or contractual obligation and Alexign
painted green wall at the head of the bad. Village Heafrh_ and Rehabmmuon Cer! ter
reserves afl rights to ralse olf possible

contentions and defenses in any type of
civil or eriminal cluim, action or
proceeding. Nothing contained in this

Observation and interview with the Maintenance
Director on 10/24/17 at 3:50 PM of the wall in
room 505 revealed there were 9 areas of

mudding on the wall, with the largest area POC should be deemed upplicable to
measuring appraximately 36 inches in length. peer review, quality ussurance or seif-
Continued interview confirmed the wall was in critical exumination privileges which
need of repair/painting. Alexiun  Village  Health  and

. . Rehabilitation Center does not waive.
Interview with the facility's painter with the ‘

Maintenance Director present on 10/24/17 at 4:00
PM, in the hallway revealed the wall had been
mudded & months ago and confirmed the green

LABQRATORY DIRWWEESENTATNE‘S SIGNATURE TfTLE {X6) DATE

Any daficlency statome ending with an adferisk (*) denotes a deficiency which the Institution may be excussd from correcting praviding it §s detemmined that
other safeguards provide sufflclant protacilon to the patients, (See instructions.} Except for nursing homes, the findIngs staled above are disclosable 90 days
following the date of survey whether or not a plan of coirection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made avallable to the fadility. If deficiencies are cited, an approved plan of correction (s requisite to continuad

pregram parlcipatlon.
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of repair.

(e} Incontinence.

to maintain.

and

wall had not been repainted after the mudding.

Observalion and interview with the Maintenance
Director on 10/25/17 at 9:30 AM of the walls in
rooms 503, 5§13, and 519, confinned the walis
had areas of sheetrock showing and were in need

F 315 | 483.25(e)(1)-(3) NO CATHETER, PREVENT UT!,
55=0 | RESTORE BLADDER

(1) The facility must enstire thal resident who is
cantinent of biadder and bowst on admission
receives services and assistance ta maintain
continence uniess his or her clinical condilion is
or becomes such that continencs is not possible

{2)For a resident with urinary incontinence, based
on the resident’s comprehensive assessment, the

facility must ensure that-

(i} A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical cendition demanstrates that
catheterization was necassary;

(i1} A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible Unless the resident’s clinical condition
demonstrates that catheterization is necessary

(iii) A resident who is incantinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

{X4} ID SUMMARY STATEMENT OF DEFICIENCIES ] ’ PROVIDER'S PLAN OF CORREGTION (8B}
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F 253 | Continued From page 1 F 253

F 315 Executive Director
Administrator

Sponsor Ligison

Medical Director

Pharmacy Consuftant
Director of Nursing
Assistant Director of Nursing
Director of Quality

Case Management

Medical Records

Dletician

MDS Director

MDS Nurse

Dining Services

Activities

Environmentol Services
Director of Plant Operations
Fucility Services

QAPI Committee Members —

F 253 483.10(1){2} HOUSEKEEPING &
MAINTENANCE

1} Walls were repaired and painted
in identified room on 10/27/17.
2) 5% floor rocms audited and
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- Toileting Program, revised 12/2016, revealed
"...Residents who are incontinent are assessed
by Nursing andlor Therapy for a Toileting program
to promate Independenge and quality of fife by
maintaining or improving a resident’s
continence...A. Appropriate residents for the
program may include the following: 1. Residents
who are incontinent...d. Residents wha require
limited tn extensive assistance in toilet use; 5.
Residents who have difficulty notifying staff when
they have the urge ta void...B. Resident
continence is assessed on adimission, with
sighificant changes and quarterly: 1. Check
resident approximately hourly and document in
the resident's medical record as conlinent,
incontinent or soiled and level of assistance. 2.
During the assessment period, assgciates honor
the resident's request fo toilet, but do not offer to
take them as this inferferes with the results of the
incontinence pattern, 3. After 3 days analyze
data...Determine patterns in frequency, volume,

F 315 483.25€[1}-{3) NO CATHETER,
PREVENT, UTI, RESTORE BALADDER

1) identified resident had a voiding

2) MDS nurses audited all current

3) Quality Director or desighee will
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maintenance Is fixing any wall
{3) For a resident with fecal incontinence, based damage identified.
on the resident's comprehenslve assessment, the 3) Director of Maintenance or
facility must ensure thal a resident who is desianee will aducate
incontinent of bowel receives appropriate .g
treatment and services fo restore as much normal maintenance staff on
bowel function as possible. expectation aof wall appearance
This REQUIREMENT is not met as evidenced and process of inspectlon.
b}": 4 Mai ar
. . . aintenance will inspect each
Based on facility policy review, medical record ) resident room in helz;lth care
review, and interview, the faciilly failed to assess I
1 resident (#123) for a toileting program of 2 Wee'f[‘i’ for damage to wals, ‘j‘”d
residents reviewed for urinary incontinence of 28 repair as needed.  Monitor
residents reviewed. rooms manthly for timely
The findi inoluded: completion of wall repairs for 6
@ fihdings Included: months. Audits will be reported
Review of the facility's policy Restorative Nursing to QAPT neeting monthiy for a 11/17/2017

total of 6 months.

diary restarted and tolleting plan
in place.

residents MDS for Becline in
howel/bladder function and
initiated appropriate  voiding
diaries as identified.

educate nursing staff on process
of initiating voiding diaries an or
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diagnases including Dementia, Coronary
Angioplasty Status, Presence of Cardiac
Pacemaker, Congeslive Heart Failure,
Hypertension, Muscle Weakness, and Dysphasia.

Medical record review of tha admission Minimum
Data Set (MD3) dated 5/19/17 revealed the
resident scored a 4 on the Brief interview for
Mental Status, indicating the rasident had
severaly impaired cognitive skills, required
extensive assistance of 1 person with transfers,
walking In room, and tollet use, and was
frequently incontinent of bladder.

Medical recard review of the significant change of
status MDS dated 6/15/17 revealed the resident
had g BIMS of 6, indicating the resident had
severely Impaired cognitive skills, required
extensive assistance of 1 person with transfers,
walking in room, and toilet use, and was always
incantinent of bladder.

Medical record review revealed no documentation
the resident's continence pattern had been
documented approximately hourly for 3 days then
assessed to determine a pattern of incontinence
or the type of incontinence afier the resident's
decline in urinary incontinence,

Interview with Registered Nurse (RN #1) on
10/24117 at 3:30 PM, in the conference room,
confirmed the continence pattern was not
completed after Resident #123's decline in
continence identified on the 6/15/17 MDS lo
determine if the resident would benefit from a

4) Audits will be reported to QAPI

H9) 1D SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORREGTION (X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE COMPLETION
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F 315 | Confinued From page 3 F 315
duration, and time of day..." hefore  11/17/17. MDS
department will monitor 5
Medical record review revealed Resident E’ﬂ 23 MDS’s per month for 6 months
was admitted ta the facility on 5M2/17 wit for appropriate initiation of

voiding diaries if a decline In
bhowel/bladder was identified,

meeting monthiy for 6 manths. 11/17/2017
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F 441 | 483.80{a)(1)(2)(4){e)(f) INFECTION CONTROL, F 441| INFECTION CONTROL PREVENT
$8=£ | PREVENT SPREAD, LINENS SPREAD, LINENS
(a) Infection prevention and control program. 1) Regulation, paiicy and
The facility must establish an infection prevention procedure foAr disinfecting .med
and control program (IPCP) that must include, at 3[”‘:05&_ monitor were rewew'ed
a minirnum, the following efermants: to maintain compliance with
_ ) state and federal requirements,
1) Asys:em for SFEVEHﬁF\Q. identifying, reporting, 2} No other residents or incidents
investigating, and controlling infections and : Fiad
communicable diseases for all residents, staff, werele. 1denlt| 1ec. \ il
valunteers, visitors, and other individuals 3) Quality Director or designee wi
providing services under a contractual re-educate nurses on following
arrangement based upon the facilily assessment policy and procedure for
conducted according to §483.70(e) and following disinfecting  blood glucose
accepted na.tlon_a[ standard's (facility assessmant moniter on or before 11/17/17.
implementation is Phase 2); I ) .
4} Quality Director or designee will
(2) Written standards, policies, and procedures observe 5 staff members for
for the program, which must include, but are not appropriate  completion  of
limited to: procedure weekly x4 and then
thly for a total of 6 months.
(i) A system of surveillance designed to identify gl;n ) Vt.or atota ltc; n?;n hs
possible communlcable diseases or infections sefvation —results -~ wil - be
befare thay cah spread te other persons in the reported to QAP! meeting
facility; monthly for a total of 6 month. 11/17/2017
(i) When and to whom possible incidents of
communicable disease or infections should be
repetted;
(iii} Standard and transmission-based precautions
to be followed to prevent spread of infections;
{iv) When and how isolation should be used for a
resident; including but not limited te:
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(A) The type and duration of the isalatian,
depending upon the infectious agent or organism
involved, and

(B) A reguirerment that the isclation shouid be the
least restrictive possible for the resident under the
circumstances.

(v) The circumnstances under which the facility
must prohibit employees with 2 communicable
disease or infected skin lesions from diract
contact with residents or their food, if direct
contact will transmit the disease; and

{vi} The hand hygiene procedures to be foliowed
by staff involved in direct resident contact.

(4) A system for recording Incldents identified
undet the facility's IPCP and the corrective
actions taken hy the facility.

{e} Linens. Personnel must handle, store,
pracess, and transport linens so as to pravent the
spread of infection,

(f) Annual review, The facility will conduct an
annual review of its IPCGP and update their
program, as necessary.

This REQUIREMENT is not met as evidenced
by:

Based on facility policy review, manufacturer's
recommendation, cbservalion, and interview, the
facility failed to ensure staff maintained infection
control for the glucose meter and to disinfect the
glucose meters with appropriate disinfectant for 3
of 6 nurses observed.

The findings included:
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Review of the facility's policy, Obtaining a
Fingerstick Glucose Level, revised date 12/2018,
revealed ...Steps in the Procedure..Clean and
disinfect reusable equipment between yses
according to the manufacturer's instructions and
current infection cantrol standards of practice...”

Review of the manufacturer's recommendation
user guide revealed “...page 42/43. Cleaning and
disinfeckng méter and lancing device is very
important in the prevention of infectious
disease...The following products are validated for
disinfecting the [product name] [named cleaning
wipe],.."

Observation on 10/24/17, at 7:50 Am, revealed
Licensed Practical Nurse (LPN) #1, was
preparing to perform a blood glucose test.

.] Continued observation revealed the LPN#1
removed the glucose meter from medication cart
and placed the meter in her uniform pocket.
Observation revealad the LPN entered the
resident's room, removed the glucose metar from
uniform pocket, placed the glucose meter on the
resident’'s overbed table, Continued observation
revedled afier the LPN obtained the resident's
blocd glucese, she placed the glucose meter in
her uniform pocket. Ohservation revealed the
LPN refurned the glucose meter to the
medication cart and placed the meter on top.
Further abservation revealed the LPN disinfected
the glucose meter with alkcohol pads.

Observation on 10/25/17, at 7:50 AM, revealed
LPN#2 was preparing to check a blood glucose
for a resident. Continued cbservation revealed
LPN#2 took the glucose melerin the resident's
room, ohtained blood glucose, returned the
glucose meter to the medication cart.
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Observation revealed LPN #2 disinfected the i
glucose meter with alcohol pads.

Qbservation on 10/25/17, at 8:00 AM, revealed

LPN #3 was preparing to check a blood glucose
for a resident. Observation revealed LPN #3 took
the glucose meter in the resident's room, placed
meter an the resident's bed, and cbtained the
blood glucose. Conlinued abservation revealed
LPN #3 returned the glucose meter fo medication
cart and placed in the drawer without disinfecting.

Interview with LPN #3 at the time of observation
confirmed LPN #3 had nof disinfected the
glucose meter before placing In the medication
canrt.

Interview with the Director of Nursing (DON} on
10/24/17, at 1:30 PM, in the DON's office,
confirmed the glucose meter was to he
disinfected using the manufacturer's
recommendation, [named cleansing wipe] and
staff were not to carry the glucose meter in their
uniform pocket.

Interview with the DON on 10/25/17, at 8:25 A,
in the conference room, confirmad the facility had
failed to follow policy and manufacturers'
recommendation for dlsinfecting the glucose
meter.
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